In this article we define the concept of 'risk work', which aims to make visible working practices to assess or manage risk in order to subject these practices to sociological critique. This article reviews and synthesizes existing published literature in the field of health to identify components of risk work: 1) translating risk into different contexts; 2) minimizing risks in practice, and; 3) caring in the context of risk. We argue that these three components of risk work raise important tensions for workers that have been inadequately explored in the literature to date. We propose that future research should additionally focus on practitioner subjectivity and identity in risk work. In addition, we argue that comparative research -across type of risk and different contexts -and methodological and theoretical diversity would enhance this emerging field of research.
INTRODUCTION

"Reconciling and integrating the one-on-one, doctor-patient relationship of clinical medicine with population-based reasoning and action is [a] long-standing problem in modern medicine, fraught with uncertainty … It is not only a cognitive problem, but one that entails deep role conflicts … between
.
It has been nearly 30 years since the emergence of a literature on the 'risk society' (Giddens 1991 , Beck 1992 , Beck 2000 yet, despite a burgeoning field of the sociology of risk and its application to health, including a recognition of the need to understand risk in the context of everyday lives Tulloch 2002, Zinn 2008) , the focus of existing research on risk in health and health care has tended to be placed either on patient experiences of uncertainty or on the governance of risk by organisations. In contrast, the impact of risk on the nature and experiences of healthcare work remain relatively neglected. We propose that 'risk work', defined as working practices framed by concepts of risk -a concept synthesizing and developing insights from the sociology of risk and uncertainty and the sociology of work and employment -could be a useful way to develop our understanding of these practices.
The question of 'risk work' has significant implications for public health policy. The sustainability problems associated with a cure-focused health system and the need for a stronger approach to managing health risks has been emphasised internationally. In the UK, for instance, the government has been urged to develop prevention services 'on an industrial scale' (Secretary of State for Health 2008) and the recent Five Year Forward View stated: 'The future health of millions of children, the sustainability of the NHS, and the economic prosperity of Britain all now depend on a radical upgrade in prevention and public health ' (NHS England 2014: 9) . However, it is unclear whether these policy aspirations have been met with appropriate resources and we know little of those at the 'front line' of this work, who are undertaking activities to identify or manage health risks, such as screening for diseases, prescribing preventative medication or providing dietary advice.
In this article, we review an emerging field of research on healthcare workers who assess and manage health risks as part of their daily practice. First, we provide a background to an emerging literature relevant to the study of risk work and make a case for grouping apparently diverse professionals and healthcare workers together for analysis; second, we describe our narrative review and synthesis methodology; third, we summarise the articles reviewed in terms of empirical focus, methodology, and theoretical perspectives;
fourth, we present the findings of our synthesis by identifying components of everyday work for this group and the tensions and challenges faced by workers. We argue that despite the literature addressing some of the practices relevant to risk work, there is very little research addressing embodied identity or subjectivities of workers, or research that introduces comparative analysis. Finally, we outline our suggestions for future directions of research in the field of risk work.
BACKGROUND
Considerations of risk and risk management have proliferated across public sector organisations (Kemshall 2002 , Power 2004 , particularly in healthcare where the use of risk management to deal with uncertainty has been understood as reorienting the underlying format of professional work (Flynn 2002) and public health interventions (Petersen and Lupton 1996) . Significant attention has been focused upon policy logics, organisational dynamics and the governance of risk (Castel 1991 , Hood, Rothstein et al. 2001 , HorlickJones 2005 , Rothstein 2006 , Alaszewski and Brown 2007 , as well as the diffuse power dynamics associated with risk and their varied and sometimes unintended effects in reshaping patients' and publics' subjectivities (Davison, Smith et al. 1991 , Petersen 1997 , Lupton and Tulloch 2002 , Henwood, Pidgeon et al. 2011 , Järvinen 2012 . Where the focus has been on experiences of risk, it tends to be from the perspective of patients/clients rather than those delivering a service (Anderson 1999 , Hallowell 1999 , Williams, Sandall et al. 2005 , Gillespie 2012 , Boardman 2014 . For example, there is a wealth of literature on parents' experiences of prenatal screening for Down's syndrome, yet whilst some studies explore parents' interactions with professionals , McCourt 2006 , Pilnick 2008 , Tsouroufli 2011 , Pilnick and Zayts 2012 , Thomas 2015 , Latimer and Thomas 2015 , research on the everyday work practices of involved professionals generates an undersized literature (Thomas 2014) .
It has been recognised that uncertainty, and the associated search for certainty, is a central characteristic of healthcare work (Fox 1980 , Fox 2002 . Renée Fox has argued that changes over recent decades in medicine have reconfigured the uncertainties that professionals and the public may face. These include the reemergence of infectious diseases, such as HIV or Ebola, as a major threat to public health, the enduring health inequalities in chronic disease (despite policies designed to tackle them) and the growth of predictive technologies, such as screening and genetic testing (see also e.g. Timmermans and Buchbinder 2010) . In addition, changing cultural views, particularly in relation to disability, are affecting the terms of many medical debates. Finally, and perhaps most saliently to our present concern with 'risk work', Fox explores the growing commitment within the medical field to evidence-based medicine (EBM). She argues that this produces 'epistemological uncertainty', that is, uncertainty about the 'nature of good clinical research, good clinical practice and the relationship between them' (Fox 2002: 245) . At a clinical level, EBM seems to provide clinicians with a level of certainty -with the notion of 'best evidence' available -from which to advise and act. However, Armstrong (2007) argues that while EBM claims to have reduced indeterminacy, it has instead shifted the 'problem' of uncertainty to a wider policy arena that involves interpreting evidence.
Working with health risks is not just the domain of the health professional; indeed, the need for professionals in an era of EBM is becoming increasingly unclear. Jamous and Pelloille's (1970) classic theory of the professions stressed the importance of indeterminacy, and clinical expertise, rather than technical knowledge which could be administered by lower status workers. The rise of EBM -and its drive for consistent application of externally produced knowledge -has introduced new complexities. On the one hand, guidelines can enable a division of labour, whereby lower status professionals, such as pharmacists, nurses or other workers could administer preventative interventions or treatments on the basis of pre-determined risk thresholds. Yet on the other, technicality has been used by some professional groups, such as midwives or doctors, to enhance their standing vis a vis those workers, such as doulas or complementary therapists, who do not engage with EBM (Traynor 2009 ). The application of risk logics means that many more individuals are 'at risk' than could possibly be dealt with by a limited professional workforce. Accordingly moves have been made to engage less highly qualified and less expensive workers.
Similarly, there have been arguments to shift as far as possible the locus of work and responsibility towards members of the public. There has been a substantial rise internationally of the use of community health workers (Johnson, Noyes et al. 2013 , Singh and Chokshi 2013 , Singh and Sachs 2013 and of peer support workers, such as 'expert patients' (Bodenheimer, Lorig et al. 2002 , Lorig 2002 , Lewin, Munabi-Babigumira et al. 2010 , Snow, Humphrey et al. 2013 .
Concepts from the sociology of work provide a useful lens through which to make sense not only of the actual nature of the work carried out but also the socio-economic conditions within which it takes place.
Building upon seminal work on the social organisation of medical work (Strauss, Fagerhaugh et al. 2014 ), relevant recent developments in the sociology of work highlight the changing nature of work, including the blurring of boundaries between paid and unpaid/voluntary work, the embeddedness of work in other social relations and the socioeconomic, spatial and temporal dimensions of work (Pettinger, Parry et al. 2006 ) and the implications of embodiment to work (Wolkowitz 2006) , including in the field of health (Brown, Alaszewski et al. 2011 , Gale 2011 , Twigg, Wolkowitz et al. 2011 .
While sociological studies of risk and uncertainty have tended to overlook an explicit focus on risk work, they have nevertheless raised a number of features which are germane to its study. Horlick-Jones (2005) is the only scholar previously to refer to 'risk work' as a specific concept and paints a useful picture of the organisational dynamics and pressures which bear upon professionals/workers, while emphasising questions regarding the pragmatics of risk work -of how it 'gets done'. Studies have noted the significant uncertainties faced by healthcare professionals, on the one hand, and the organisational demands for accurate prediction and screening, on the other (Warner and Gabe 2004) , with professionals experiencing significant tensions and stress in the midst of this (Scamell 2011, Brown and Calnan 2015) . In many cases, however, the foci of these research approaches have been on wider social and organisational processes, outcomes or patient experiences and not on the healthcare work and workers themselves. Below we develop a critical review of the emerging literature on the everyday practices and experiences of health care professionals and workers engaged in assessing and managing physical and mental health risks.
METHODS
We undertook a narrative review and synthesis of the literature focusing on the nature and context of risk work in health, and the experiences and perceptions of workers. Our inclusion criteria were:
 empirical or theoretical article published in a journal, book or grey literature;  in English, or translation available;
 published in or after 1980;  sociological or social science perspective;  focus on healthcare practitioners (HCPs) (including professionals and/or trained lay people) and  focus on disease prevention or health promotion related to mental and/or physical health (including interface with social care).
Given the emergent nature of the field, our goal was to access as many articles as possible but our database searches turned up few results, and in the end we adopted a hand-searching approach. Initially our searching included search terms agreed through discussion with the whole team, which were used to search several databases: Cochrane EPOC Group Specialised Register, The Cochrane Library, MEDLINE (OVID), EMBASE (BIDS or OVID), ECONLIT, Health Economic Evaluations Database (HEED), Health Systems Evidence Database, and TRIP Database. These databases were chosen as the most relevant to our topic and most likely to provide the widest range of results. However, despite continued discussion and refinement of the search terms, these initial searches produced very few useful results so we decided handsearching would produce much more focused results and, as a team, decided on which journals to search. Alongside these journal searches, the specialist library at the Health Services Management Centre, University of Birmingham carried out a further search using the databases listed above, with refined search terms which produced further results. A Google Scholar search was run using 'mental health prevention', as little on mental health was emerging from the other searches. After further discussion of the resulting literature list, two final Google Scholar searches were run on 'dental hygienists' and 'community pharmacists'.
The final list (see Table 1 ) may not be exhaustive, but provides a strong indication of where trends in literature in this area are and where there are gaps. By iteratively returning to our search strategies, discussing, adapting, and changing them as necessary, as well as using supplementary searching to check our initial results, we would argue that we have produced a wide-ranging, informative, and representative review of the current literature. We did not consider risk work in other non-health fields and this could be a topic for future review or extension of theoretical investigations on risk work.
Data extraction was carried out covering key information about the article (author, date of publication, title, academic discipline, keywords, setting, type of HCP, type of health risk, methods, theoretical framework, and key findings). In addition, for each paper, building on Schutz's (1972) concepts, we summarized the 'first order sense-making' (descriptive data about participants' own interpretations and experiences) and 'second level sense-making' (theoretical and critical interpretation by the authors of the articles). To synthesize the literature, we identified types of work that were reported by the authors and expressed in gerund form (see Table 1 ).
OVERVIEW OF THE LITERATURE
The literature predominantly emerged from the UK, Canada, Australia, and the United States. This is in part because we only accessed English language articles but may also reflect the interest in preventative healthcare in these national contexts. The most commonly studied professionals and healthcare workers were nurses (n=19 articles), specialist doctors (n=17), general practitioners/family physicians (n=14), midwives (n=9), community health workers (such as health or cultural educators, community facilitators, or AIDS awareness workers (n=6)), social workers (n=5), managers or programme directors (n=4), sonographers (n=4), clinical psychologists (n=4), CAM practitioners such as chiropractors, herbalists or yoga instructors (n=4), health visitors (n=3), dieticians (n=3), public health scientists or doctors (n=2).
Other articles studied: genetic counsellors, nursing auxiliaries, doulas, chaplains, personal trainers. In a number of articles it was not always clear exactly which type of workers were involved. The most common health risks being managed by workers were related to pregnancy and birth (n=16), non-communicable diseases, such as cardiovascular disease, diabetes and cancer (n=8), communicable diseases, such as HIV, BSE or Dengue fever (n=8) and mental health (n=7). Health inequalities in relation to gender, ethnicity or 'race' and socio-economic status or class were also considered in some of the articles.
Theoretical and Methodological Approaches
Working with health risks is distinctive in its application of particular frameworks of probabilistic knowledge in workers' handling of uncertainty. By far the most common theoretical approaches used were those that directly interrogated the nature of (risk) knowledge frameworks and the power relations these are predicated upon. Foucauldian themes are thus ubiquitous, either highly explicitly in analyses of biopower and governmentality (Frohlich, Mykhalovskiy et al. 2012, Mishra and Graham 2012) , more implicitly such as in denoting the power of texts to shape defensive clinical practice (Warner 2006) , or via a range of Foucauldian-influenced theorists such as Rose (Villaamil 2014 A second theoretical tendency relates to various ways of understanding problems of uncertainty and attempts to overcome this. Beck and Giddens are often referred to in considering a heightened awareness of and sensitivity to uncertainty in broader society (Green, Thompson et al. 2002, Scamell and Alaszewski 2012) , with the likes of Heyman (Scamell 2011 , Burton-Jeangros, Cavalli et al. 2013 ), Rothstein (Brown and Calnan 2013) and Fox (Griffiths, Green et al. 2006) used to frame problems, dynamics and pressures of uncertainty at an organisational level. How uncertainty and organisational pressures are grappled with by individual professionals is often analysed through various classic social theories such as symbolic interactionism (Hall, Tomkinson et al. 2012) , ethnomethodology (Thomas 2015) , phenomenology (Wood, Prior et al. 2003) and Bourdieusian practice theory (Broom, Broom et al. 2014) . Individual practices and experiences of workers are also framed in terms of health beliefs (Bean and Catania 2013) or in reference to embodied forms of professional practice (Green, Thompson et al. 2002) .
A small number of approaches attempt to theorise individuals' risk work amidst wider organisational pressures in a very specific sense. Bardach and Schoenberg's (2012) 'theory of triadic influence' associates intrapersonal and situational dynamics, connecting these, in turn, with wider social environmental processes. Nading's (2013) use of a 'medical citizenship brokerage' approach (drawing on Wolf 1956), meanwhile, encourages researchers to consider routine preventative encounters as "moments for observing the intersection of biomedicine, social justice and the making of state subjects" and the "moral economic contradictions" these precipitate (Nading 2013: 99) . These perspectives are fleshed out further by many other articles which, after providing critical reviews of sensitising theories in the background section, could be termed as doing theory 'with a small t' -often employing a more grounded theory or applied approach -which draws our attention to the line drawing or boundary management role of those working with health risks ) and the wider cultural contexts which implicitly shape such risk work practices (Cricco-Lizza 2010, Roscigno, Savage et al. 2012 ).
Given these theoretical leanings, it is unsurprising that qualitative methodological approaches, such as participant-observation and in-depth interviewing, dominate the literature, although there was some variation with focus groups, surveys, and secondary analysis of quantitative data also undertaken. There was a great range in the extent to which the authors of the articles engaged in reflexivity about their normative positioning in relation to biomedical understandings of health risk. In some parts of the (more applied) literature less critical approaches were adopted (Maconachie and Lewendon 2004, Bean and Catania 2013) .
In other articles, however, a direct critical engagement with issues of moral discourse was found, such as Sarkadia et al.'s (2004) study of cervical screening which explored the different value systems at play in screening; Thomas' (2015) study of screening for Down's syndrome, which explored changing professional and societal views on disability; studies that explore working practices in complementary and alternative medicine Adams 2009, Nissen 2013) ; those that argue that HCPs are in a position to challenge colonial relationships of power (Darroch and Giles 2015) , and those that take a feminist perspective on issues such as menopause (Green, Thompson et al. 2002, Murtagh and Hepworth 2003) .
COMPONENTS OF RISK WORK
We identified the following components of risk work within the literature: 1) translating risk into different contexts; 2) minimizing risks in practice, and; 3) caring in the context of risk. Within each, we include both description of the nature and characteristics of the work itself along with our critical analysis of the social context and the tensions and challenges that this work produces.
Translating risk
Translating risk information into different contexts for different audiences is central to risk work and was reported in nearly all reviewed articles. Probabilistic risk based on population-level data needs to be translated to the individual facing health risks, and individual risk needs to be converted into auditable data for the use of health organisations. The challenge within these translation processes is the desire for safety and certainty within an inherently uncertain situation. Translating probabilistic risk about health outcomes, derived from epidemiological studies, to the individual requires 'telling interpretative stories' (Tanenbaum 1994: 31) , which is not a purely technical process, but one that requires the building of trust and understanding between the patient and healthcare practitioner (Wood, Prior et al. 2003 , Gale, Greenfield et al. 2011 . By translating 'up', risk work can involve the identification and recording of individual or local risks for audit of processing at organisational levels -assessing risk, making decisions, and accounting for those decisions (Horlick-Jones 2005) This process can be problematic however as it elides nuance of experience in the process of converting complex professional judgements into 'objective' numerical information (Iversen 2014 ).
The process of localisation or tailoring of abstract knowledge to its specific context or vice versa can therefore be seen as a key challenge of risk work. In the context of 'epistemological uncertainty' (Fox 2002) , the worker must draw on other (non-probabilistic) forms of knowledge about risk in the translation process.
A variety of terms have been used in the literature, such as 'tacit knowledge' (Wood, Prior et al. 2003 , Scamell and Stewart 2014 , MacLeod and Stadnyk 2015 , 'broad, practical experiences' , 'intuition' (Warner and Gabe 2004) , intuitive expertise and embodied knowledge (Godin 2004 ).
In some cases, these alternative knowledges were seen as complementary, whereas in others tacit and local knowledges were used to subvert, challenge or supersede technical, authorized or standardized knowledge (Ruston 2006 , Wardlow 2012 . Translating risk is a fundamentally social process and different methods of implementing interventions may have unintended consequences for who those access them. For instance, Hernandez (2013) compared uniform and tailored application of recommendations for supplements in pregnancy, finding that the former resulted in fewer social disparities in uptake.
Minimizing risk
Implementing strategies to minimise risks and maximise safety in the face of uncertainty was the second most prominent component of risk work explored in the literature. This involves activities such as encouraging or supporting behaviour changes in patient or service users, or the administration (or not) of medication and other healthcare interventions, or developing new policies or procedures. A couple of papers noted that there may also be a gap between the expectations that healthcare practitioners would do preventative work, and the resources available to them and their knowledge about how to do it (Orleans, George et al. 1985 , Saïas, Véron et al. 2014 . Crucially, however, other non-health-related risks were at play and so minimising risks in practice requires balancing health risks with other kinds of concerns (Broom, Broom et al. 2014 , Davis, Flowers et al. 2014 , Szott 2014 . Mostly commonly, the balancing act required acknowledgement and negotiation regarding how health risks are understood via social and moral lines as well as through the medical evidence (Douglas 1992 , Cricco-Lizza 2010 , Cabral, Lucas et al. 2015 . Some articles explored how professionals' own (negative) judgements, mediated by societal perceptions of issues such as obesity, mental illness or sexuality, had a mediating effect on their risk minimization efforts (Warner and Gabe 2004 , Mishra and Graham 2012 , Kirk, Price et al. 2014 ).
The question of where the locus of responsibility lies for risk minimization work influences the nature and organisation of risk work. At one end of the spectrum, the worker may be an agent of the state responsible for risk minimization, potentially also conscious of the persistence of health inequalities and their structural roots. Certain health risks are more commonly held to be the responsibility of the state, such as some communicable diseases (Davis, Flowers et al. 2014) . At the other end of the spectrum, the worker may be tasked with ensuring that individuals are held accountable for any negative impact of their 'behaviours' on their health, as may emerge within 'education' interventions (Mishra and Graham 2012, Darroch and Giles 2015) . There are, within the literature, hints of a more critical health and social care practice within neoliberal political systems; one that acknowledges the limitations of individualistic models of health risk (Murtagh and Hepworth 2003, Frohlich, Mykhalovskiy et al. 2012 ) and indeed some social-democratic systems, such as in Scandinavia, offer a stronger community and state driven perspective. Where the responsibility lies for risk is dependent, at least in part, on policy makers' and professionals' political views and interpretation of the evidence on social determinants of health ).
Caring in the context of risk
Caring for people facing uncertain health futures is a third component of risk work reported in the literature.
Care can be in the form of supporting people to make choices, or preventing undue alarm after receiving risk information (Olin Lauritzen and Sachs 2001 , Roscigno, Savage et al. 2012 , Schwennesen and Koch 2012 . Care can sometimes be hard to reconcile with other aspects of risk work -translations require accountability upwards, which may threaten trust within the practitioner-patient relationship (Brown and Calnan 2013) and risk minimization might challenge practitioners' commitments to enhancing patient choice or control (Hall, Tomkinson et al. 2012 ).
Caring in the context of risk produces a fundamental challenge in risk work between negotiating 'normality' and 'risk', and this is explored to some extent in the literature. The nature of probabilistic risk knowledge means that it is hard for healthcare practitioners to be definitive with their patients about what is a 'real' risk and what counts as a risk is dependent on social, political, and ethical constructions (Thomas 2015) . There were reflections on the nature of the power relationship between patient and practitioner and, in particular, critical accounts of the retention of control by the practitioner (Zayts and Sarangi 2013, Arribas-Ayllon and Sarangi 2014). The power of risk workers, within the public health agenda, to define people as 'at risk' creates a new health-related identity (Timmermans and Buchbinder 2010) . From a positive perspective, this 'at risk' status offers health workers the opportunity to intervene and reduce the chances of that event happening (Hindhede 2014) , but others have argued that making people take up the sick role early can have a negative impact on health (as it is bound up with identity) rather than improving it (Kreiner and Hunt 2014) .
FUTURE RESEARCH DIRECTIONS (A) Embodied identities and subjectivity in risk work
Patient or lay subjectivity in relation to risk has been much more thoroughly explored in the sociological literature than the subjectivity of professionals or other healthcare workers. The creation of 'new' patient/service user identities was identified as a key outcome -whether explicitly intended or not -of the interactions with health workers (Frohlich, Mykhalovskiy et al. 2012 , Nissen 2013 , Hindhede 2014 , Villaamil 2014 . Some articles explored spaces where there was negotiation at play, such as when mid-life women are requesting HRT and stress the social risks and benefits, while professionals stress the health risks and benefits (Green, Thompson et al. 2002) . Socio-economic diversity within the 'at risk' populations influenced the risk work, and some papers explored the complexities of intersection between gender, class, ethnicity, sexuality or other dimensions of identity (Murtagh and Hepworth 2003 , Warner and Gabe 2004 , Warner 2006 , Frohlich, Mykhalovskiy et al. 2012 , Mishra and Graham 2012 , Wardlow 2012 , Nissen 2013 , Benoit, Stengel et al. 2014 , Villaamil 2014 , Darroch and Giles 2015 .
However, there are many fewer studies that explore the ways that workers forge their own professional and personal identities. The challenges and tensions around each component of risk work need to be managed both at a personal and embodied level as well as in terms of professional identity and credibility. For instance, as a translator of risk, the health worker may perform, or literally embody, a mediating role between different groups or stakeholders (Warner 2006) . As a minimizer of risk, we noted above that there may be tensions between delivering on risk minimization targets and wanting to support patient choice and control or building trust (Brown and Calnan 2013) . A number of articles touched upon discontinuity between workers' personal behaviour and their professional views and behaviours, such as on vaccination or the use of statins (Maconachie and Lewendon 2004 , Raude, Fischler et al. 2004 , Gale, Greenfield et al. 2011 ). Practices could change over time when subsequent experiences (of both practitioners and patients) could alter workers' views on the safety and risks of treatments (Bean and Catania 2013, Cabral, Lucas et al. 2015) . Probably the most developed account of worker subjectivity in the literature is Nading's (2013) ethnography of Nicaraguan community health workers managing Dengue fever, which showed these workers' attempts to be 'model-citizens' in terms of role modelling safe practices in their own homes, as well as being 'citizen witnesses' by representing the needs of their neighbours to the state. The tensions involved in risk work need to be managed at a personal/embodied level as well as in terms of professional identity and credibility, but this remains largely unexplored in the literature.
(B) Comparative research
A critical next step in the development of a theory of risk work would be comparative research -across nature of risk, types of worker, and health system/organisational structures. Comparisons across types of risk work would enable investigation of the extent to which risk work was affected by issues such as the certainty of the knowledge base of risk, the type of health risk in question (e.g. mental, physical, maternal), where on the spectrum such 'risk' is located -from early detection of disease to general promotion of wellbeing -and its relationship with other risks (such as social, moral or organisational). This may help to understand whether the rise of risk work is resulting in a reconfiguration of existing professions through the co-option of new domains of practice, or whether it is producing a new group of healthcare workers to meet new understandings of need.
Comparisons of risk work across different professional, para-professional or lay worker groups would enable a greater understanding of skills and knowledge required to undertake translation, minimization and care in the context of risk. Although differences have been observed in relation to different professions (Broom and Adams 2009) , the extent to which the status and training of professionals affects practices remains unclear within the literature. Additionally, practice within different health spaces (private, community, primary, secondary care) and organisational contexts is relevant. The need for translating raises important sociological questions about the environments, institutions or organisations across which the translating is taking place. While the general trend for organisations to be driven by risk management has been noted, along with comments on the ways in which organisations seek to sustain their credibility in the face of uncertainty (Davis, Flowers et al. 2014) , the implications for everyday work have been less explored (Scamell and Alaszewski 2012) . Exploration of the micro-landscapes of the working environments in which risk work takes places, such as working conditions and the architectures, materiality and organisation of 'health' spaces would aid this analysis. The development of identity and subjective positioning and intentionality may vary depending on professional status and other markers of identity, such as gender or ethnicity. There remains a great deal of scope within the literature for further exploration of how the personal/professional identity nexus of the risk worker is mediated by other factors, such as status of the worker, working conditions, types of risk involved, type of client, and the moral dimension implicit in the work.
The use of international comparisons would help to explicate how risk work is shaped by wider social, economic, political and cultural structures and systems. For instance, this work may be happening amidst pressures towards cost-saving and/or decentralisation of healthcare services. Comparisons could centre on the cultures of different health and welfare regimes; the extent to which risk and prevention is a way in which these regimes build legitimacy; whether they seek to transfer risk to the individual/private realm; the extent to which health risks are engaged with through private, state or Third Sector providers, and the ways in which different systems mediate or shape the power of the medical and pharmaceutical industries. 
(C) Theoretical and methodological diversity
It may be that future research would benefit from using a greater range of methodological and theoretical approaches, including critical sociological approaches. There are fewer studies that ask 'what is the risk work doing' within a wider sociological framework -for instance in terms of potentially privatizing risk, accumulating profit, or legitimizing the power of the state or the medical profession. There are currently fewer quantitative studies that map the macro-economic and political landscapes of risk work and its scale.
There are also fewer close micro-social accounts of the production of 'risk' through everyday working practices, that might be achieved through use of participant-observation or conversation analysis to explore what is said, and not said, in these interactions (Iversen 2014) . Risk is inherently 'virtual' ( van Loon 2014) and it is partly through risk work that risk is made socially and politically compelling to those 'at risk' .
Finally, the large number of interview studies that we reviewed often tended to focus on the patient or the interaction. There were only hints of the experiential, interpretative, embodied aspects of risk work, including questions about identity and relational proximity to the 'at risk' community.
CONCLUSION
In summary, we have argued that the concept of risk work, drawing on the sociologies of risk and of work, has salience to the fields of health and healthcare. We have identified the key components of risk work reported in the literature: translating risk into different contexts, minimizing risks in practice, and caring in the context of risk. We have suggested that there is scope for future exploration of ways in which risk workers forge their own professional and personal identity. We have discussed the practical and conceptual tensions in risk work and argued that comparative research would illuminate the varying ways in which those tensions are managed. Finally, we have argued that more diversity in methodological approaches would greatly enhance this emerging field of study 
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